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From the Department oJ Colon and Rectal Surgery,
Sansum Medical Clinic, Inc., Santa Barbara, CaliJornia patients reported fecal control problems within a few weeks after vaginal delivery although, in three women, symptoms were not severe enough to warrant surgical intervention until four or more years had elapsed. Twenty patients had undergone median (midline) episiotomy; one had not. In the remainder, the type of episiotomy could not be ascertained. Approximately 50 percent of the patients underwent prior attempts at repair; one patient had nine operations (Table 1) . Physical examination prior to operation revealed an ectopic anus in every patient; that is, the anus was situated abnormally close to the introitus. Such a defect was observed in nine (9.5 percent) of 200 consecutively examined women ( Fig. 1 ). Not only was this evident by inspection of the narrow or absent rectovaginal septum but, also, in many patients, the anal orifice did not appear in the center of the typical skin pigmentation (Fig. 1 ). The anal "dimple" could be identified posterior to the anal orifice in several women. Nine patients had associated anovaginal or rectovaginal fistulas.
All patients underwent rectovaginal reconstruction with excision of fistula, when present, in accordance with the method previously described? The principles of the repair include a cruciate incision across the perineal body, dissection in the rectovaginal septum to separate the two structures, amputation of the fistula and redundant mucosa, levator plication, external sphincter apposition, and advancement of the skin flaps to establish the normal distance between the anus and the introitus. No patient required a protecting colostomy ( Figs. 2, 3, 4 , 5, and 6). 
Results
Following reconstruction, symptoms were considerably ameliorated in all patients (follow-up, three months to three years). All were continent for feces; none wore a pad. A rectovaginal fistula developed two weeks postoperatively in one patient who had undergone excision of an anovaginal fistula with sphincter repair and anoplasty. While the original fistula healed and continence was restored, breakdown with consequent fistula formation developed at a more proximal level. Presumably, this occurred due to trauma during the course of the dissection when the rectum was separated from the vagina. One patient had a small wound sinus under the skin flap, necessitating operative curettage at another hospital. Healing occurred subsequent to this procedure with no impairment of the functional result.
As might be expected, some separation of the skin flaps occurred not uncommonly. Although this delayed wound healing, it did not adversely affect control of flatus or feces. With the exception of the one patient with a rectovaginal fistula, wounds were healed in a mean of seven weeks.
Discussion
"Anoplasty" is a term used to describe a technique whereby perianal skin is mobilized to reconstruct an area of tissue loss. Optimally, the procedure is utilized in the treatment of anal stricture and chronic anal fissure. It is useful also to supplement conventional repair of obstetrical injury, rectovaginal fistula and even, occasionally, fistula-in-ano.
The treatment of rectovaginal fistula depends on the location and etiology. Fistulas high in the vagina usually are the result of surgical trauma (most commonly hysterectomy), but may also be due to Crohn's disease, diverticulitis, pelvic radiation, rectal or uterine cervical tumors, and instrumentation (pessaries, douches, enemas). High rectovaginal fistula is usually approached by laparotomy, performing a bowel resection if the condition is due to primary colonic pathology. If secondary to hysterectomy, it may be possible merely to separate the rectum from the vagina, close the opening in the rectum, and interpose omentum or fascia lata between the two structures. For m i d a n d low rectovaginal fistulas, a n u m b e r of operative approaches has been advocated: transvaginal, perineal, transanal, transsphincteric, a n d transsacral (transcoccygeal). Midrectal (midvaginal) fistulas are the most difficult to treat because they are a n a l o g o u s to extrasphincteric fecal fistulas. Division of the fistula alone, leaving the w o u n d to heal by second intention, will result inevitably in the loss of fecal control. I believe that a perineal approach c a n n o t achieve the best results for this lesion, and it may create a troublesome postoperative m a n a g e m e n t problem.
A better technique involves a transvaginal or transrectal approach, with separation of the layers, repair, a n d mucosal advancement. 2-6 T h i s is, however, unlikely to succeed if r a d i a t i o n is the cause of the fistula. In this situation, a n abdominosacral, p u l l -t h r o u g h , or e n d o a n a l anastomosis should be considered. 7-9
An a n o v a g i n a l fistula should, however, always be treated by a perineal operation. O n e operation that should not be performed, even for "simple" a n o v a g i n a l fistulas, is fistulotomy, because i m p a i r m e n t of tecal control after such a seemingly inconsequential procedure is inevitable.
Authors have given insufficient attention to the problem of reconstruction of the perineal body, despite apparently successful results with advancement.;o-~2 Unless the defect is corrected by early mobilization of skin flaps, as suggested by Russell and Gallagher, t3 an o p t i m a l functional result c a n n o t be achieved. T h e key to success, therefore, is to perform intially a cruciate incision across the perineal body. By a p p l y i n g this m a n e u v e r a n d the well-recognized principles of sphincter repair (reefing of the levatores a n d suture of the external sphincter musculature), n o r m a l functional results can usually be assured.
